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Introduction
There are currently over 1 billion tobacco users worldwide [1] . Despite the prevalence of tobacco use decreasing in many countries, this number is not falling, partly because of increasing prevalence in other countries and partly because of population growth. Some of these users may be able to stop when they choose, but the success rates of unaided quit attempts [2] and findings from clinical trials and population studies [3] indicate that most would benefit from support in their attempt to stop smoking. Article 14 of the World Health
Organization Framework Convention on Tobacco Control (FCTC) requires Parties to take effective measures to promote tobacco use cessation and adequate treatment for tobacco dependence. Guidelines for the implementation of Article 14 were adopted in November
2010 and outline what is needed to enable Parties to meet their obligations under that Article [4] . Current evidence, however, indicates that only a small minority of countries, and very few low-and middle-income countries, have the infrastructure and systems elements in places to be able to meet these obligations [5, 6] .
Studies in some high-income countries suggest specific medicines and types of behavioural support can improve smokers' chances of long-term success at stopping [7] .
However, in order to apply this work globally we ideally need to know more about real world effectiveness throughout the world. More broadly, there is considerable room for improvement in stop-smoking support in all settings. We need to build incrementally on our understanding of how combinations of behaviour change techniques, delivered in what way, to what kinds of smoker in what settings provide the optimal outcomes [7] .
In the future, the challenge for tobacco use cessation will be to improve on the strategies currently available and more importantly, to identify support options that are clearly effective, cost effective, and affordable in different populations and different regions.
Randomised controlled trials (RCTs) can only take us so far in this endeavour, and suffer from the well-established limitations of generalizability, practicability, cost and timescale [8] .
A programme of research is required, complementing the existing evidence base from
RCTs, which provides vital information about what approaches work best across a broad range of settings. This programme should consist of quasi-experimental and epidemiological studies that examine variations in smoking cessation outcomes among different cohorts of smokers using different methods of quitting, adjusting for as many possible confounding factors as possible [9] . This kind of approach has already paid dividends in the United Kingdom, where the combination of a common national standard for outcome assessment [10] , and widespread use of a single database for recording crucial information, has enabled confirmation of findings from RCTs concerning the relative effectiveness of different forms of medication, and identification of specific treatments with improved success rates [11].
Our vision is to extend the success of this approach globally. By connecting clinical smoking cessation services from many countries to form a global network of service providers, it will be possible to share information about the performance of different treatments in different scenarios within a common frame of reference, and to assess and identify optimal treatment strategies for different populations in different settings on a global scale. A key enabler in connecting providers to form a global network will be establishing a standardised, minimum set of data that should be captured by all clinical smoking cessation services in the network. Here, we take the first step towards defining this minimum data set.
We propose data sets that describe the treatments offered by services, and client's engagement with these services. The data required to describe client's engagement with smoking cessation services can be extensive. Regional differences in resources (e.g., computer equipment, network infrastructure, measurement devices) means the extent of data that can be captured by services will vary. We therefore suggest that, rather than a single client data set, we define a core set of that should be captured in every smoking cessation service setting, and an extended, richer set of data items that should be captured wherever resources make this possible. We propose candidate sets of core and extended data items. follow-up and track client quit attempts. Consequently, the data describing brief advice approaches will vary significantly from data describing clinical smoking cessation services.
We therefore propose that defining minimum data sets for brief advice approaches should be a separate (but linked) activity, and do not address this here.
Methods
For the treatment data, we took as our starting point a list of behaviour change Tables 2 and 3 .
In addition to regional differences in resources available to capture data, there will also be regional variations in factors such as the way data items are labelled, the names of drugs, and the types of questions that are culturally acceptable to ask. To explore these issues, feedback on the initial proposals was sought from colleagues in the International Cooperation Centre for the Framework Convention on Tobacco Control in Uruguay, and the
Centre for Tobacco Studies in Syria. In both cases the feedback was positive, with agreement that the choice of data items for all sets was appropriate. The main issue identified with the initial proposals was that they included CO measurements in the core client data set. The availability of CO measurement is limited in some regions, so CO readings and CO verification statuses were moved from the core to the extended client set. It was noted that 'willingness to quit' was not included, and this was added to the core client data set. Finally, it was noted that 'gender' would be more acceptable than 'sex', and that 'age' would be preferable to 'date of birth', and these changes were made.
Results
The proposed set of treatment data items is shown in Table 1 . The proposed set of core data items that should be captured in every clinical smoking cessation service setting is shown in Table 2 . The proposed set of extended data items that should be captured where resources permit is shown in Table 3 . Advise on changing routine Discuss with the client, and get agreement to, ways of avoiding specific smoking triggers.
Yes | No
Facilitate relapse prevention and coping Discuss with client specific ways of dealing with cravings when then arise without smoking.
Advise on stop smoking medicine Try to ensure that the smoker agrees to use the most effective stop-smoking medication available in the locality (ideally either varenicline or NRT patch plus a faster acting product).
Ask about experiences of stop smoking medication that the smoker is using
Check that the client is using the stop-smoking medication properly and address any concerns about adverse effects.
Advise on conserving mental resources Advise on how to ensure that client gets enough sleep and minimises exposure to stress.
Advise on/facilitate use of social support Discuss with client ways in which s/he can get the support of friends or family.
Yes | No Summarise information/confirm client decisions
Provide a summary of the key points of each session and up to three things to keep in mind between it and the next session. Confirm client's decisions and commitments made during the session.
Yes | No
Provide reassurance Address client's concerns and provide reassurance that adverse or worrying experiences are normal and will subside.
Boost motivation and self-efficacy Express belief in the client's ability to succeed, and help the client to believe that s/he will succeed. 
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Discussion
Whilst individual tobacco cessation clinics using locally-defined measures and methods may be effective to some degree, harmonising the data captured across clinics will make it possible to assess the effectiveness of different treatments in different regions, to identify optimal sets of approaches for supporting smoking cessation in a variety of different settings, and to commission more effective and cost-effective measures that can reach more smokers and increase quit rates. This approach has proved successful in the United Kingdom, through standardisation of outcome assessments, and use of common data structures in the systems supporting services. Our vision is to extend this approach internationally.
Here, we take the first steps by proposing sets of data items that should be captured by clinical smoking cessation services internationally. Our aim is that these proposals should be a starting point for a discussion that converges to identify optimal sets of data items. We invite comments and suggestions on any aspects of these, including; which items should be captured, whether they should be core or extended, and details about how they are labelled and response options. Once an agreed core set has been established it would be a simple matter to set up an online data service that can store the data and provide clinics, practitioners with on-demand access to performance information. 
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